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36S Abstracts May Supplement 2013aneurysms, including 86 patients with CTBAD. We
analyzed this cohort for mortality, complications, length
of stay and reinterventions.
Results: OSR was performed in 25 (29%) and 61
(71%) patients for descending thoracic and thoracoabdo-
minal CTBAD respectively. Mean age was 58.4 years
(610.4) and mean diameter 6.2 cm (61.1, 4.1-10.0).
Fifty-nine (69%) patients were male. Eight (9%) were
treated for rupture. Mean duration of follow up was 5.2
years (62.7). Hospital mortality occurred in ﬁve (5.8%)
patients. Cardiopulmonary bypass was used in 83 (97%)
and deep hypothermic circulatory arrest in 36 (42%)
patients. Paraplegia occurred in 2 (2.3%), stroke in 2
(2.3%), and renal failure requiring permanent hemodialysis
in 2 (2.3%) patients. Average length of stay was 19.6 days
(617.8). Univariate predictor of hospital mortality
included redo-operations and prolonged pump time (P <
.05). Maximum aneurysm diameter and rupture at presen-
tation trended towards signiﬁcance. Twenty (24.7%)
patients of the 81 survivors died during follow up (mean:
62.5 6 36 months). Six patients (7%) had aortic related
reoperations at a mean of 3.8 years (61.8): one for
ascending and ﬁve for descending aortic aneurysms. Over-
all survival at 1, 5 and 7 years was 92%, 83% and 70%
respectively. Freedom from reoperation was 99%, 90%
and 86% respectively.
Conclusions: OSR of CTBAD is a durable option
with low mortality. Patients requiring redo-operations or
anticipated prolonged pump time need further evaluation
to determine whether conventional OSR or TEVAR, if
feasible, is the optimal treatment option.
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Objectives: To evaluate the impact of compliance with
anatomic guidelines on outcomes of endovascular aortic
aneurysm repair (EVAR) using “bell-bottom” stent grafts
(BBSG)
Methods: The clinical data of 1087 patients from our
EVAR database (1999-2012) was reviewed. The outcomes
of 247 patients (234 male, 13 female; mean age, 76 6 7
years) treated with 376 BBSGs >18 mm were analyzed.
Computed tomography angiography (CTA) was utilized
for compliance with anatomic guidelines as stated in each
manufacturer’s Instruction for Use (IFU), including length
and diameter of common iliac artery (CIA), and presence
of circumferential thrombus, calcium or angulation at the
distal landing zone (DLZ). End-points were iliac limbevents (type Ib endoleak, retrograde migration, compo-
nent separation and stenosis), sac enlargement and re-
interventions.
Results: Of the 376 BBSGs, only 56 (15%) in 27
patients met conservative anatomic guidelines recommen-
ded by IFU. Aneurysm exclusion was achieved in all
patients. After a mean follow up of 41 6 26 months, 27
patients (11%) had 29 iliac-limb events (13 type 1B endo-
leaks, 4 aneurysm growth, 3 retrograde migrations, 3
component separations, 3 stenosis, 2 ruptures and 1
limb occlusion), all among patients treated outside IFU
criteria (P < .04). Patients who did not meet anatomic
guidelines for BBSGs had greater rates of sac enlargement
(70% vs 53%) and lower freedom from iliac limb events
and reinterventions (89 6 5% vs 100%) at 5-years (P <
.04). Larger CIA diameter was associated with higher
rates of iliac limb events and reinterventions (HR, 1.14;
95% CI, 1.04-1.24; P < .05), while length of DLZ >15
mm was a protective factor (HR, 0.65; 95% CI, 0.46-
0.91; P < .05).
Conclusions: BBSGs effectively seal ectatic CIAs and
small aneurysms, but rates of iliac limb events, sac enlarge-
ment and reinterventions are higher among patients who
do not meet anatomical criteria for BBSGs per IFU. The
larger the CIA diameter, the higher the iliac limb and re-
intervention rates. Length of DLZ >15 mm was a protec-
tive factor.
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Objectives: Published literature is conﬂicting
regarding the superiority of endovascular (EVAR) repair
vs open surgery (OS) for ruptured abdominal aortic aneu-
rysms (rAAA), with data even more limited for unstable
rAAAs. Our objectives were to compare 30-day outcomes
in patients undergoing OS and EVAR for stable vs unstable
rAAAs.
Methods: Patients treated for rAAA were identiﬁed
from the ACS NSQIP database (2005-10). Patients
were considered unstable if their ASA class was 4 or
5 with one or more of the following: (1) preoperative
shock, (2) preoperative transfusion >4 units, (3)
preoperative intubation, or (4) preoperative impaired
sensorium. Outcomes were 30-day morbidity and
mortality.
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were unstable. Preoperative comorbidities and demo-
graphics for OS and EVAR were similar for all groups (P
> .05). Outcomes are listed in the Table. On multivari-
able analyses, 30-day mortality for EVAR was superior to
OS for unstable rAAA (OR, 1.74; 95% CI, 1.16-2.62), and
also for stable rAAA (OR, 1.63; 95% CI, 1.10-2.42).
EVAR was also superior to OS for unstable and stable
patients with regard to cardiac arrest, renal and respiratory
failure (P < .05 for all).
Conclusions: EVAR has lower 30-day mortality and
morbidity than OS for rAAAs regardless of whether
patients are stable or unstable at presentation.
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Outcomes (30-day)
Open
surgery
Endovascular
aortic pepair P value
Ruptured abdominal aortic
aneurysm (Unstable)
466 188
Mortality 52.8% 35.6% <.0001
Cardiac arrest 24.5% 13.8% .001
Acute renal failure needing dialysis 18.7% 12.8% .04
Failure to extubate at 48 hours 45.1% 36.2% .02
Ruptured abdominal aortic
aneurysm (Stable)
482 311
Mortality 26.3% 16.4% .001
Cardiac arrest 10.2% 5.5% .01
Acute renal failure needing dialysis 13.3% 8.7% .047
Failure to extubate at 48 hours 44.6% 15.4% <.0001PS8.
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Objectives: The study was undertaken to evaluate the
utilization of Somatosensory Evoked Potential (SSEP)
monitoring on Intercostal Artery Reimplantation (IAR)
and spinal cord ischemia rates during thoracoabdominal
aortic aneurysm (TAAA) repair.
Methods: Fifty-two patients had TAAA repair with
IAR under SSEP guidance (SSEP Group), and 79 patients
had repair with routine intercostal artery reimplantation
without SSEP guidance (non-SSEP Group) from 1999 to
2010.
Results: No differences were observed between the
SSEP and non SSEP groups in age (63.1 6 11.6 vs 64.8
6 9.8 years), gender (57.7% vs 50.6% males), chronic
dissections (40.4% vs 44.3%), renal insufﬁciency (11.5% vs
10.1%), and Crawford type 1 and two aneurysms (53.9%
vs 53.9%). There was one (1.9%) case of immediateparaplegia and one (1.9%) case of delayed paraplegia in
the SSEP group and 2 (2.5%) cases of immediate paraplegia
in the non-SSEP group (P ¼ .92). In the SSEP group 38
(73.1%) patients had SSEP changes. However, only 15
(28.8%) required reimplantation of intercostals arteries to
restore the changes to baseline. In the rest the changes
were restored to baseline by increasing the mean arterial
pressure, draining cerebrospinal ﬂuid and optimizing the
oxygen delivery to the spinal cord. There were fewer IAR
in the SSEP group compared to the non SSEP group
(28.8% vs 59.5%; P ¼ .004). There was no statistical differ-
ence in 30 day mortality between the SSEP and the non
SSEP groups (3.9% vs 7.6%; P ¼ .48).
Conclusions: The utilization of SSEP monitoring led
to a signiﬁcant decrease in the need for IAR without
increasing the paraplegia rate.
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Objectives: Medicare will penalize hospitals for
vascular surgery readmissions starting in 2015. However,
some patients are readmitted to a non-index hospital
leaving clinical decisions out of the control of the primary
surgeon. This study characterizes readmission to index vs
non-index facilities after AAA repair.
Methods: We examined bivariate and multivariate
logistic associations with robust variance estimates for
a 5% random national sample of Medicare beneﬁciaries
who underwent AAA repair from 2005-2009 and were
readmitted within 30 days of index discharge.
Results: 884 patients undergoing AAA repair (open or
endovascular) were readmitted within 30 days. 70.7%
returned to the index facility and 29.3% returned to
a non-index facility. Patients from rural areas were more
likely to return to a non-index hospital than urban residents
(43.0% vs 23.3%; P < .001). For patients treated at an
academic institution (medical school) the incidence of
readmission to a non-index hospital was increased (33.7%
academic vs 27.1%; P < .002). Emergent readmission
was more frequent to non-index hospitals (71.4% vs
63.7% index; P < .027). These results persisted in multivar-
iate analysis. No other factors including comorbidities,
demographics, index procedure complications, and initial
discharge location were associated with readmission to an
index vs non-index hospital. Interestingly, average total
costs at 30 and 60-days following initial discharge were
